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Abstract
Introduction: In contrast with victims of major trauma, patients who suffer minor injuries receive little specialist input. In most
cases, this causes no difficulty, but there are situations where minor trauma results in persistent disability affecting the quality of
life.
Case Presentation: A young man sustained a perineal puncture wound resulting from a fall onto a bush. Following an initial delay,
he sought medical advice for a continual pain in his right leg, and a discharging perineal wound. A computed tomography (CT) scan
and flexible sigmoidoscopy failed to identify the cause, and he was subsequently discharged from hospital. One year after his initial
presentation, a magnetic resonance imaging (MRI) scan identified a retained foreign body consistent with a fragment of wood.
Conclusions: Penetrating trauma from wooden fragments provides a diagnostic challenge. A stubborn discharge from a wound
must always raise the suspicion of retained fragment. Early and appropriate surgical exploration is imperative.
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1. Introduction
In the USA, major trauma - most often due to road acci-
dents - is the leading cause of death and disability amongst
people under age forty. Its victims normally receive high
quality care in designated specialist trauma centres staffed
by experienced teams. Patients suffering from minor in-
juries, by contrast, receive little specialist input. In most
cases, this causes no difficulty, and the Major Trauma Call
Activation Guidelines are in place to identify the full range
of activation criteria. There are, nonetheless, situations
where minor trauma causes continuing disability affect-
ing quality of life. We describe such a case and its diagnos-
tic challenges.
2. Case Presentation
Our patient, a 21 years old man, sustained a perineal
puncture wound resulting from a fall of eight feet onto
a bush whilst attempting to access his property through
a window. Initially, he experienced only mild pain in his
right leg, and did not seek medical advice. The pain in his
leg, although not severe, persisted and a week later he con-
sulted his primary care physician. The physical findings
then were a few scratches on his right buttock and the ad-
jacent perineal region. In addition, however, he had what
appeared to be a healing perineal puncture wound mea-
suring 0.5 cm. He was provided with some dressings, anal-
gesic tablets, and advice to return should the pain fail to
resolve in a week or so. Two weeks later, he again consulted
his GP because of a discharge from the perineal puncture
wound. Pain was not a feature. Re-examination revealed
a small sinus at the site of the wound with a serous dis-
charge. A swab was taken for microbiology, culture and
sensitivity, and the patient was started on an oral antibi-
otic. As the discharge continued, despite a several weeks
course of the antibiotic, the patient was referred for a sur-
gical opinion. At the surgical clinic, the presences of a
foreign body, or a fistula with the ano-rectal canal were
viewed as possibilities. A pelvic CT scan demonstrated a si-
nus tract extending from the anus to the right obturator
internus muscle, but there was no evidence of a retained
foreign body. A flexible sigmoidoscopy and wound explo-
ration were performed under general anaesthesia, but re-
vealed no significant findings. The wound was debrided,
thoroughly washed out, and the patient discharged from
hospital the following day. Despite adequate wound care,
and continuous treatment with antibiotics, the discharge
continued. Six months later, the patient was referred to the
colorectal surgery department for further investigation. At
that point, examination showed a chronic perianal wound
to the right of the anus with a blood-stained discharge.
A repeat CT scan (Figure 1A and B), and a MRI (Figure 1C
and D) of the pelvis showed a foreign body with an associ-
ated abscess and inflammatory fat located within the right
hemipelvis. When an elective preperitoneal pelvic explo-
ration was carried out, we found a chronically inflamed,
pus-filled cavity in the right hemipelvis, which was push-
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ing and displacing the bladder anteriorly. A foreign body
was identified and removed (Figure 2). The pathology re-
port indicated that the specimen was consistent with a
fragment of wood. The patient was discharged two days
later and made a complete recovery.
3. Discussion
Our case illustrates how, what at first presents as mi-
nor trauma, can lead to serious complications affecting
the quality of life. Reflecting on the circumstances, we
tried to fathom why the diagnosis had been delayed for
more than a year. Was it, for example, a fault in a system
where the management of minor trauma is in the hands
non-specialists? Was it simply a misdiagnosis, or was there
something unique in the case that could provide a lesson?
Serious penetrating trauma for example by knife or
gunshot, is often attended by drama and media coverage,
and ranks as a top priority for the trauma surgeon. The vic-
tims of such injuries usually receive high quality care in
large Level I Trauma Centres, where specialized teams, sup-
ported by state-of-the art equipment, can offer the best pos-
sible outcomes.
By contrast, minor penetrating trauma by a wood frag-
ment usually occurs in less colourful circumstances, and
patients more likely to seek medical help in smaller, local,
health facilities managed by non-specialists. Our patient
delayed seeking medical advice until a week after his fall,
and even then, his main concern was pain in his right leg,
which conceivably diverted attention from the more sig-
nificant perineal lesion. Moreover, a review of the medical
record of the initial consultation showed no hint of the po-
tential problems. His subsequent discharge from the pri-
mary care situation, and the eventual referral to the colo-
rectal surgeon, were appropriate. The initial CT scan had
failed to demonstrate a foreign body. Even a careful review
of this scan failed to show any suspicion of a foreign body.
Penetration by a wooden object carries the risk of leav-
ing residual fragments in the body that can be overlooked
at routine physical examination and imaging practice (1,
2). As the densities of fragments of wood approximate to
those of serous fluid and normal soft-tissue, they can be dif-
ficult to identify (3). The initial CT scan in our case failed to
do so and the repeat CT scan able to do so only because the
fragment had become calcified.
We reviewed the literature to find out whether a
method exists that would have facilitated earlier diagno-
sis in our case. A high level of clinical suspicion is the first
priority. Persistent sinus tract drainage is an indicator of
the presence of a foreign body, and demands early explo-
ration if serious sequelae are to be avoided (1, 4). In our
case, despite exploration of the wound, we were unable to
identify the foreign body intraoperatively. Additional diag-
nostic tests can provide valuable information. Ultrasonog-
raphy is an option, as wooden foreign bodies generate a
detectable echogenic source of acoustic shadowing (3, 5).
Its role, however, is relatively limited. It is skilled operator-
dependent, and cannot be used everywhere in body. MRI is
the only available imaging technology that can help with
the diagnosis from the outset, and remains the technique
of choice in situations where there is high suspicion of re-
tained foreign body (1).
Patients with minor traumatic lesions are often sub-
ject to misdiagnosis. When seeking medical help, they do
not meet the activation criteria for trauma call, and are of-
ten treated by non-specialists. Moreover, even after careful
physical examination and highhtened clinical suspicion,
it is easy to overlook complications related to minor, in-
juries. Is it possible to prevent these undesirable sequelae,
or should we concede that the problem offers no practica-
ble solution?
The answer to these questions may rest among the
primary principles of trauma care. Trauma patients ex-
perience a sudden attack on their health, and will subse-
quently undergo a natural healing process. Those with
minor injuries usually take a short time to return to nor-
mality. Any delay in the healing process should raise the
suspicion of some overlooked factor. Penetrating trauma
with wooden or other material can remain unrecognised
by routine imaging. What is important is that, if a minor
injury fails to heal as expected, we should refer the patient
to a specialist. Advanced diagnostic techniques – such as
MRI – may be the only way to establish a diagnosis. Ac-
curate evaluation of minor injuries, while lacking the ur-
gency of major trauma, can be crucial to the quality of life
of the injured patient.
3.1. Conclusion
Penetrating trauma from wooden fragments provides
a diagnostic challenge for the non-trauma physician. A per-
sistent discharge from a wound must always raise a sus-
picion of retained fragment. MRI is the imaging study of
choice. Early and appropriate surgical exploration is cru-
cial, as late sequelae can be calamitous.
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